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•  Adaptive housing services (involving architectural changes or installation of related 
equipment) if it makes your home more suitable for pursuit or maintenance of a 
vocational  goal.  

• Independent Living Services (after an assessment of your independent living needs)
if the services will improve your ability to function more independently. 

6. EMPLOYMENT

When you have finished your training and are ready to seek employment, your counselor should
assist you in finding a job.  

WHAT TO EXPECT

Your counselor may arrange:
•  jobseeking skills training (including resume writing)
•  use of Labor Market Information (LMI)
•  information on job openings
•  help in applying for jobs
•  advice about job interviews
•  interpreters
•  advocacy
•  assistive technology 
• education for an employer (for example, about 

reasonable accommodations)
•  referral to job developers
•  use of one-stop career centers.

HELPFUL TIPS

Take the lead in your job search.  Ask your counselor to help
you set up a plan to find a job.  Keep all appointments that you make, and be on time and prepared
when you arrive for job interviews.  If you are NOT ready to begin a job, let your counselor know.

Once you have gotten a job, your ORS counselor will continue to work with you to be sure that you
are doing well and to help you to be able to keep your job.  Your counselor will assist you and your
employer in making adjustments or changes in your job or making changes in the job site itself.  
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7. CASE CLOSURE

ORS may not close your case prior to making an eligibility determination unless you decline to 
participate in, or are unavailable to complete, an assessment for determining eligibility and priority
for services.  Before ORS closes your case, however, it must make a reasonable number of attempts
to contact you or your representative to encourage your participation.

Your case also may be closed when:
1. You have achieved the employment outcome described in your IPE that is consistent 

with your strengths, resources, priorities, concerns, abilities, capabilities and informed 
choice; 

2. You have maintained the employment outcome for an appropriate period of time, but not
less than 90 days, and you no longer need vocational rehabilitation services; 

3. You and your counselor both consider the employment outcome to be satisfactory and 
agree that you are performing well in the employment; and

4. ORS informs you of the availability of post-employment services.

8. POST-EMPLOYMENT SERVICES

In some cases, although your case has been closed, you may need services for a short time.  For
example, you may need ORS’s help to KEEP your job.  Or, you may need help from ORS to return
to work if you have lost your job.  Or, your disability may have changed and you may need more
services.  These short term services are known as Post-Employment Services.  If you are going to
receive Post-Employment Services, your IPE must be amended.  ORS says that Post-Employment
Services can be provided only on a short term basis, so if you need special services for a longer 
period of time, your counselor may re-open your case.
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V.  SUPPORTED EMPLOYMENT

Supported Employment is a program of services intended to provide persons with the most signifi-
cant disabilities the ability to work in paid community job sites, rather than in sheltered settings.
Supported Employment is competitive employment in an integrated setting with ongoing support
services for individuals with the most significant disabilities.  

WHO IS ELIGIBLE FOR SUPPORTED EMPLOYMENT?

•  Persons with the most significant disabilities
•  Persons with mental illness who are eligible for transitional employment
•  Persons who either have not worked or have had intermittent employment because 

of their disabilities

WHAT ARE THE KEY CONCEPTS OF SUPPORTED EMPLOYMENT?

• An individual continues to receive vocational rehabilitation services after being 
placed in a job.

•  An individual interacts with non-disabled individuals to the same extent that non-
disabled individuals in comparable positions interact with other persons in an 
integrated setting.

• Ongoing support services are provided for a period not to exceed 18 months
unless, under special circumstances, a longer period to achieve a satisfactory 
employment outcome has been jointly agreed to by the individual and the 
rehabilitation counselor.  These ongoing support services are established in the 
Individualized Plan for Employment (IPE) before an individual with the most 
significant disabilities makes the transition to extended services. (Extended Services 
mean  ongoing support services and other appropriate services  provided by a state 
agency, a private non-profit organization, employer, or any other appropriate 
resource after an individual with the most significant disabilities  has made the 
transition from ORS).

• For individuals with the most severe disabilities due to mental illness, supported 
employment may involve transitional employment. This is a series of temporary job 
placements involving competitive work in an integrated setting with ongoing 
supports.
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WHO PROVIDES SUPPORTED EMPLOYMENT SERVICES?

There are many facilities in Rhode Island that have Supported Employment programs and that 
provide services by way of a fee-for-service arrangement with ORS.  The ORS client has the right to
exercise informed choice in the selection of a service provider and the methods available to obtain
those services.

ADVOCACY TIPS

•  Ask ORS to help you to identify a long-term provider.
•  You might want to ask for regular meetings to review your IPE.
• The Rhode Island Disability Law Center (RIDLC) can help you with problems 

you may encounter.  For more information about the availability of RIDLC, 
see page 3 of this guide.
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VI: THE APPEALS PROCESS

You have the right to appeal ANY decision about your case at ANY time during the VR process.

EXAMPLES OF ISSUES THAT CAN BE APPEALED

You may appeal a decision concerning:
•  Your eligibility for services;
•  Your Order of Selection category;
•  Level of maintenance;
•  Assistive technology that you need;
•  The type of training program selected;
•  The availability of post-employment services; or
•  The closing of your case.

ORS must give you notice of your right to appeal and the availability of RIDLC services.  For more
information about RIDLC, see page 3.

ADVOCACY TIPS 

Talk with your counselor about the decision.  If you cannot agree with your counselor, ask him or her
to check with the supervisor.  If you still cannot agree, you may begin the appeals process.

•  You only have 30 days from the date of the decision you want to appeal, to file 
your request for an administrative hearing.

•  Contact RIDLC for assistance.  See page 3 of this Guide for more information 
about RIDLC.

THE APPEALS PROCEDURES

There are several ways that you can appeal a decision about ORS services.  There are both infor-
mal and formal procedures that are available to you, which are discussed below.  If you appeal a 
decision to stop services, those services must continue throughout the appeal process, until the date
of any decision by the Director of the Department of Human Services.

INFORMAL PROCEDURES

Informal procedures include mediation, supervisory conference, and customer relations conference.
Informal procedures are voluntary, so you do not have to use them before you ask for a more for-
mal administrative hearing.  If you choose to use an informal procedure before you go to an 
administrative hearing, the informal procedure cannot delay the administrative hearing.
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MEDIATION

Mediation means the process of using an independent third party to act as an intermediary to assist
parties in settling differences or disputes prior to pursuing formal administrative or other legal reme-
dies. 

•  Federal law requires ORS to offer mediation to you whenever you make a request 
for an administrative hearing.

•  To request a mediation, fill out form ORS-121 within 30 days of the date of the 
decision and return it to ORS.  A copy of form ORS-121 and instructions for completing 
the form are on page 28 of this guide.  

•   Mediation cannot delay the time for scheduling an administrative hearing
•   The mediator must be impartial.
•   The mediator must have knowledge of vocational rehabilitation law and must have 

training in mediation techniques.
• You have the right to have a representative attend mediation with you, and to 

present evidence and information at the mediation.
• Mediation proceedings are confidential, and statements made during mediation 

cannot be used as evidence in any subsequent hearing or court review.
•   If you reach an agreement, the mediator will help you to put it in writing. 
•   The agreement must be signed by you and ORS.

SUPERVISORY CONFERENCE OR CUSTOMER RELATIONS CONFERENCE

A supervisory conference is a meeting among the client, applicant or representative, the ORS 
counselor and the ORS supervisor.

•   You must request a Supervisory Conference within fifteen (15) days of notification of any 
adverse decision by the counselor.

•   You and/or your representative will have an opportunity to present your case.
•   The ORS counselor will state the basis for his or her decision.
•   The supervisor will render his or her decision at the conference.
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FORMAL PROCEDURES 

Formal procedures include administrative hearing, state agency review, and court review.

ADMINISTRATIVE HEARING 

An administrative hearing is a formal hearing at which you present evidence to an impartial hear-
ing officer, who will make a formal record of the hearing and who will render a decision based on
federal law, the ORS State Plan and state ORS regulations which are consistent with federal law.

• You can request an administrative hearing by completing form ORS-121 and returning 
it to ORS. 

• You must request this hearing, in writing, as soon as possible, and within thirty (30) days 
of a written counselor determination that you wish to appeal.

• The administrative hearing must take place within forty-five (45) days of your request, 
unless you agree to a longer period of time.

• You have the right to bring an attorney (or other representative) to the hearing.
• You should plan on bringing any witnesses to the hearing.
• You have the right to question any of ORS’s witnesses.
• You and the administrator of the VR agency will be notified of the decision in a full, 

written report within thirty (30) days following the hearing.
• The administrator of the ORS agency may review the decision and make a final decision 

(See Review by State Agency Director, below).

REVIEW BY STATE AGENCY DIRECTOR

The Director of the Department of Human Services may review the administrative hearing officer’s
decision.

• Within 20 days of mailing of the administrative hearing officer’s decision, you or ORS can 
request review by the Director of the Department of Human Services. 

• If you or ORS do not request this review, the hearing officer’s decision will become final on 
the 21st day after the decision is issued.

• The Director may consider additional evidence and information.
• The Director must uphold any part of the hearing officer’s decision that supports your 

position unless there is clear and convincing evidence that the decision was contrary to 
federal law, the approved state plan, or state policies which are consistent with federal law.

• The director’s review must be completed within 30 days of the request for review.
• A written decision must issue to both parties.
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COURT REVIEW 

If you are dissatisfied with the administrative hearing decision, or with the decision that results from
the Director review, you can file an appeal in court. A court appeal can be filed without first 
seeking review by the State Agency Director.

There are two types of court review available to you.

1. 

• Arbitrary and capricious;
• Not within the scope of ORS’s authority; 
• Not supported by substantial evidence; or
• Made upon unlawful procedure or affected by other error of law.

2. A review in state Superior Court or 
Federal District Court, under the 
Rehabilitation Act.   For the court
to find in your favor, it must find
the decision was not supported by
the preponderance of evidence.
There is currently no recognized
time frame for appeal, but we 
suggest you file within 30 days of
the final state agency decision.

A review under the state Administrative Procedures Act, which you must file within
30 days of the final state agency decision in Superior Court of Providence County.
For the court to  decide in your favor, it must find that the decision was:



State of Rhode Island and Providence Plantations 
ORS Use 
Region: 
Area: 
ORS-4 Rev. 11/03 

Department of Human Services/Office of Rehabilitation Services 
40 Fountain Street ~ Providence, RI 02903 ~ 401.421.7005 (V) 

     401.421.7016 (TDD) ~ 401.272.8090 (Spanish) ~ 401.222-3574 (Fax) 
www.ors.ri.gov

“Assisting eligible individuals with disabilities to choose, prepare for, obtain and maintain employment.”

Application & Initial Information for the Vocational Rehabilitation (VR) Program 
Please fill out this application to the best of your ability.  If you do not feel comfortable disclosing some of the 

information, you can complete the application when you meet with an ORS Counselor. 

Name: _______________________________________________________________________________________   
      (Last)   (First)    (Middle Initial)

Address: _______________________________________________   Phone: _______________________________ 

City/Town:____________________________  Zip: _________   Alternate Phone: _________________(Cell/Other) 

Date of Birth: ___________   Sex: ___ Veteran:   Y  __  N __         E-mail Address:________________________ 

Social Security #: _________________________________ 

Have You Previously Applied for VR Services:  Y __  N __       Previous Name: _________________________ 

Do you receive SSI and/or SSDI and intend to work?   SSI __   SSDI  __  (Attach award letter, if available.) 

What is your disability?_______________________________________________Unknown: __________________ 

Are you blind or visually impaired?  Y __  N __ 

What is your employment or career goal(s)?  _________________________________________________________ 

_____________________________________________________________________________________________ 

How did you learn about VR? ____________________________________________________________________ 

Who referred you? ____________________________________________________________________________ 

I am applying for Vocational Rehabilitation Services because I want to work, 
or maintain employment if I am employed. 

Signature: ______________________________________________   Date: _______________ 

Parent or Guardian (if applicable) ____________________________  Date: _______________ 

Do you want to register to vote?   Y __  N __                    Have you ever been convicted of a felony?   Y __  N __ 

Your assistance in providing the information requested on the following pages will help speed up your eligibility and 
employment plan process.  A Vocational Rehabilitation Representative can assist you in completing the information 
if you wish. Please contact (401) 421-7005 (Intake) or (401) 421-7016 (TTY), if you need assistance to complete the 
form. En Espanol, (401) 272-8090.            

(Over) 
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WORK & EDUCATIONAL EXPERIENCE 

Work History (Most recent first or attach resume)

Employer Name and Address: _______________________________________________________________________ 

How did you get this job? __________________________________________________________________________ 

Hrs. per Week:  ______          Dates Employed: ____________-____________         Gross Wages:  _______________   

Job Title/Skills: __________________________________________________________________________________ 

Most Liked About Job: ____________________________________________________________________________ 

Least Liked About Job: ____________________________________________________________________________ 

Reason for Leaving Job: ___________________________________________________________________________ 

* * * 
Employer Name and Address: _______________________________________________________________________ 

How did you get this job? __________________________________________________________________________ 

Hrs. per Week:  ______          Dates Employed: ____________-____________         Gross Wages:  _______________   

Job Title/Skills: __________________________________________________________________________________ 

Most Liked About Job: ____________________________________________________________________________ 

Least Liked About Job: ____________________________________________________________________________ 

Reason Left: ____________________________________________________________________________________ 

* * * 
Employer Name and Address: _______________________________________________________________________ 

How did you get this job? __________________________________________________________________________ 

Hrs. per Week:  ______          Dates Employed: ____________-____________         Gross Wages:  _______________   

Job Title/Skills: __________________________________________________________________________________ 

Most Liked About Job: ____________________________________________________________________________ 

Least Liked About Job: ____________________________________________________________________________ 

Reason Left: ____________________________________________________________________________________ 

* * * 
Employer Name and Address: _______________________________________________________________________ 

How did you get this job? __________________________________________________________________________ 

Hrs. per Week:  ______          Dates Employed: ____________-____________         Gross Wages:  _______________   

Job Title/Skills: __________________________________________________________________________________ 

Most Liked About Job: ____________________________________________________________________________ 

Least Liked About Job: ____________________________________________________________________________ 

Reason Left: ____________________________________________________________________________________ 
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Education &Training

Highest Grade Completed:  ______ Special Education [IEP]: Y __   N __      504: Y __   N __ GED:   Y  __ N __ 

Did you receive support services in school? Y __  N __ Describe (e.g. technology, aide, etc.): ____________________ 

 _______________________________________________________________________________________________ 

High School: ______________________________________  College:  ______________________________________ 

Degree Obtained:  __________________________________________________ Year:_________________________ 

Other Training: __________________________________________________________________________________ 

Skills/Hobbies (e.g. languages, computer, skills, licenses, volunteer experience, etc.): __________________________ 

_______________________________________________________________________________________________ 

_______________________________________________________________________________________________ 

INFORMATION ABOUT YOUR DISABILITY
DISABILITY/MEDICAL CONDITION (What prevents you from working?)  
Describe your limitations to employment: ____________________________________________________________ 

______________________________________________________________________________________________ 

______________________________________________________________________________________________ 

Medical condition (if known): _____________________________________________________________________ 

PHYSICIANS/HOSPITAL/CLINIC Dates of Service 

Name(s) and Address: ____________________________________________________________________________ 

_______________________________________________________________________________________________ 

_______________________________________________________________________________________________ 

_______________________________________________________________________________________________ 

MEDICATIONS/TREATMENTS  Name/Type                 Dosage/Frequency 
_______________________________________________________________________________________________ 

_______________________________________________________________________________________________ 

_______________________________________________________________________________________________ 

MEDICAL COVERAGE Insurance/Benefit Claim No.           Provided by Employer 
_______________________________________________________________________________________________ 

_______________________________________________________________________________________________ 

EQUIPMENT NEEDED TO WORK ______________________________________________________________ 

_______________________________________________________________________________________________ 

_______________________________________________________________________________________________ 

COUNSELOR’S COMMENTS:___________________________________________________________________ 

_______________________________________________________________________________________________ 

_______________________________________________________________________________________________ 

_______________________________________________________________________________________________ 
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DEMOGRAPHICS 
Number of Persons in Household:  ______________________ Number of Dependents: _____________________ 

Marital Status:    Single  __    Married   __        Widowed  __        Divorced  __   Separated __ 

Check All That Apply:  White __   Black __   Asian  __   Native Pacific __    American Indian  __    Hispanic __  

PUBLIC BENEFITS/INCOME (Optional) 
(A financial needs test must be completed for many VR-purchased services.   
The following income information will be helpful for your initial planning.) 

Cash, Savings and Other Liquid Assets $______________________________________________________________ 

GROSS INCOME          Amount (Wk./Mo./Yr.)
Wages/Salary ____________________________________________________________ $________________ 

Social Security Insurance (SSI) ______________________________________________ $________________ 

Social Security Disability Insurance (SSDI) ____________________________________  $________________ 

Family Independence Program (FIP)__________________________________________ $________________ 

Temporary Disability Insurance (TDI) ________________________________________ $________________ 

Workers Compensation ____________________________________________________ $________________ 

Veterans Benefits _________________________________________________________ $________________ 

Unemployment Benefits ____ _______________________________________________ $________________ 

Private Disability Insurance _________________________________________________ $________________ 

Pension or Annuity ________________________________________________________  $________________ 

Other Income_____________________________________________________________ $________________ 
(Savings, including spousal income, rents, interest, etc.)

REHABILITATION EXPENSES (Non-Reimbursable) WEEKLY AMT.

Medical  _________________________________________________________________ $________________ 

Rehabilitation/Adaptive Technology ___________________________________________ $________________ 

Other Rehabilitation Needs __________________________________________________ $________________ 

CERTIFICATION (Complete once you have met with a VR Representative) 

I have been provided with an explanation of the VR program, my rights and responsibilities, and I have been given a 
Client Assistance Program (CAP) brochure.  I have been informed that I can appeal decisions, and I have been told how 
to do this.  I have also been advised of the necessity to have all services pre-approved by my ORS Representative and 
to keep him/her informed of any changes in my situation whether, medical, financial, or otherwise.  I certify that the 
information I give is true and complete to the best of my knowledge and belief, and I know that false or misleading 
statements or failure to report changes may result in prosecution for intent to defraud.  I understand that the information 
given is CONFIDENTIAL, and it will be used only for purposes directly connected with the administration of the VR 
program. 

Signatures: _______________________________ _________________________________ __________________ 
   Applicant Parent or Guardian (if applicable) Date 

Signature of Person who helped you complete application: ______________________________Phone: ____________ 

Vocational Rehabilitation Counselor: _________________________________________________________________ 
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